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During the annual recertification survey and
complaint investigation #33720 and #33382
conducted on April 28-30, 2014, at Tha Health
Center at Standifer Place, no deficlencies were
cited in relation to the complaints under 42 CFR
Part 48313, Requirements for Long Term Care,
F 156 { 483.10(bX5) - (10), 483.1 0(b)(1} NOTICE OF F 156
$8=E | RIGHTS, RULES, SERVICES, CHARGES

Tag: F15§
The facility must inform the resident both crally
and in writing in a language that the resident 1. Urable to correct 100th Day letter for
understands of his or her rights and all rules and Resident #3169 who had axhausted all 4-29.14
regulations governing resident conduct and 100 days of Medicars,
responsibilities during the stay in the facility. The 2. The Director of the Business Office and

facllity must also provide the resident with the

. Director of Social services will reviaw
notica (if any) of the State developed under

! r census ta identify residents with 5-16-14

§1919(e)(6) of the Act. Such nfification must be iy 10 identfy

: - . the potential to be affected by this
made: prior t0 or upen admission and turing the defic ice. The Bus;
resident's stay. Receipt of such information, and elicient practice. The Business Office
any amendments to it, must be acknowiedged in and Social Services staff will be in-
writing. serviced by thelr directors on their

. : responsibilitles to praviding timely

The facility must inform each resident who is notification to beneficiaries of a

entitied to Medicald benefits, in writing, at the time
of admission to the nursing facliity or, when the
resident becomes eligible for Medicaid of the

termination of covared services or
changes in services.

iems and services that are included in nursing 3. FaC_rhtv will regularl_y identify all 12513

facility services under the State plan and for residents approaching the 100th day or &

which the resident may not be charged: those 3 change in their services. Facifitywill | o 0

other items and services that the facility offers ' then issue a timely notification of the

and for which the resident may be charged, and upcaming change.

the amount of chargas for those servicas; and 4. ‘The facility will conduct a Quality

infm:m each resident when changes are made to Assuranceftmprovement study related

ﬂ_"le #ems and senfices specified in paragraphs {5) to the timeliness of these notiflcations 6-14-14

()(A) and (B) of this secticn, regarding the exhaustion or change in &

§ . . voverad services, The study will be Ongoing

The facility must inform each resident before, or tonducted by the Director of the 3 nocdod

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TIMLE {x8) DATE

Any dsficiency statement ending with an asterisk (*) denotes a daficiency which the institution may ba exctised from comesting providing It Is datermined that
othar sefeguards provide suflicient protection ta the patlents. (Ses instructions.) Exvept for nursing homes, the findings stated above ara disclosable 80 days
folfowing the date of survey whether or not a plan of comaction is provided. For Nlrsing homes, the sbove findings and plans of comeetion are disclosabla 14

days following the date thess documents are made avallable to the faclity, If deficlenclas are ¢ited, an approves plan of corraction is requisite to continued
program parhicipation,
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F 166, Continued From page 1 F 158 Busingss Office and the Director of
atthe time of admission, and periodically during Social Servites and will be reported-to
the_ a_"esident's stay, of services availe]ble in the the QA/f committea follawing the end
g oy vy o hoso serces, e qartr The QA comieei
nyc i . composed of Administrators, Medical
under Medicare or by the facility's per diem rate. Director, Director of Nursing, assistant
The fadiiity must fumish a written description of Directar of Nursing, Social Services
legai rights which includes: Director, Diatician, Rehab Director,
A description of the manner of protecting persarial Food Setvice Director, Falls Preventian
funds, under paragraph (c) of this section; Nurse/Coordinator, Housekeeping
A descript f the requi ts and proced Directar, Central Supply Oirector,
esCription o 2 requirements an ures 7 : f
for establishing eligibilty for Medicaid, including o i ecor: ookecping Diector
the right to request an assessment under section o
1324(c) which determines the extent of a couple's participate.
non-exempt resources at the time of
institutionalization and attributes to the community
Spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse’s
medlical care in his or her process of spending
down to Medicaid eligibiiity levels.
A posting of names, addresses, and felephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the Stats
embudsman program, the protection and '
advocacy network, and the Medicaid fraud control
unit; and a staternent that the resident may file 4
complaint with the State survey and certification
agency cohceming resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.
The facility must inform each resident of the
name, specialty, and way of contacting the
FORM CMS-2567(02-92) Previous Vessions Obsolate Event ID:CRSS
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-1 applicants for admission oral and written

physician respansitia for his or her care.

The facilty must prominently display in the facility
written information, and provide to residents and

information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments coverad by
such henefits.

This REQUIREMENT is not met as evidenced
by

Based on review of faellity termination of
services notifications and interview, the facility
faited to provide timely notification to beneficiaries
of the decision to terminate covered services no
later than two days before the proposed end of
services for one resident (#105) and failed to
notiy of change in services for one resident
{(#169) of three residents reviewed for notification
of services.

The firdings included:

Review of the facility termination of services
natification for resident #105 dated March 3,
2014, revealed,”...On 3/3/14, our Utilization
Review Committee reviewed (resident #105's)
medieal information and found the services
furnished to (resident #105) no longer qualified
for payment by Medicara begirning on 3/4/14.."

Review of the facility termination of services
notification for resident #169 dated February 1,
2014, revealed, *...This letter is to notify you that
on 01/31/14 (resident #169) exhausted all 100
days of {the resident's) Medicare coverage. Asa
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F 166 | Continued From page 3 F 156
result, Medicare will no longer pay for (resident
#169) continued stay after this date...”
Interview with the Administrator of Daily
Qperations on April 20, 2014, at 3:45 p.m., in the
conference room, confirmed the facilty failed to
provide notification of the degision fo terminate
services under Medicare prior to termination of
services for rasident #105 and resident #189.
F 160 | 483,10(c)(6) CONVEYANCE OF PERSONAL F 180 i
88=D | FUNDS URON DEATH Tag: F16)
, 1. Refunds issued far Resident #190, 4-29-14
Upon the death of a resident with a personal fund 5; 1‘;2 ;ge a:fium i
dgeposited with the facility, the facility must convey ; '_I, ]1 ' o ‘t, L thustin its
within 30 days the resident's funds, and a final 2. Facility hes review patient thust in
aceounting of those funds, to the individual or entirety to identify any ather residents | 430,54
probate jurisdiction administering the resident’s who may have been affected by this
asiate. . . practice. All identified residents wara
refunded.
. 3. The Business Office will review 4-30-14
This REQUIREMENT is not met as evidenced deceased residents on a weekly basis to &
tg;se d on review of Expired Patient Report, * ldentify residents who have axpired and Ongeing
. . ' i he funds within 30 days,
review of Patient Trust Fund Statements, and will c:frweyt i .
interviaw, the facility failed to return deceased 4, The Director of the. Buslrtess Office w-.n
restdents’ personal funds to thair families and condutt an in-Service with Bookkeaping
provide final accounting of deceased residents’ personnel regarding identfication of
ersonal funds from thefr Resident Trust Fund deceased residents and timaly
p .
Accounts for seven residents (#190, #67, #182, conveyance of their Patlent Tryst
#267.-and #18) of thirly-five decessed residents balance. The facility will conduct a
reviewsd. _ Quality Assurance/Improvement study
The ﬁndings indude‘d. ralatad to the timelv convevance of
' : deceased resldents’ Patient Trust
: . 6-14-14
Review of the Palient Trust Fund Statement, balances. The study will be conducted
showing batances as of March 31, 2014, and the by the Director of the Business Office
Tacility Expired Patient Report dated Apri! 30, and the Director of Saclal Services and
2014, revealed residents #1900, #67, %182, #267, whI be reported to the QA/] committee
FORM CMS-2567{02-98) Previous Vatsions Obesoto Bvert ID;CRS31Y Facllity J£%. Thes304
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180 | Continued From page 4 - F 160 following the end of the quarter. Tha
.j and #18 hat expired and the facility was carrying : QA/t committee Is composed of
resident fund balances for thesé residents in the . Administrators, Medical Divector,
Resident Trust Fund account as follows: Director of Nursing, Assistant Director
. of Nursing, Social Services Director,
1. Resitent #190 expired March 28, 2014, and Digtician, Rehab Director, Food Service
had & balance of $262.49, .
2. Resident #67 expired March 27, 2014, and Director, Falls Prevention
had a balance of $759.65. Nursa/Coordinator, Housekeeping
3. Resident #182 expired March 14, 2014, and Director, Central Supply Diractor, )
had a balance of $247.68. Laundry Director, Bookkeapitg Director
4, Resident #2687 expired March 25, 2014, and and ather staff invited to ohserve and
had a balance of $38.?4 participate,
5. Resident #18 expired March 11, 2014, and
had a balance of $1229.39,
Interview with the Business Office Manager and
review of the current balances in the Trust Fund
Accounts an April 30, 2014, at 2:30 p.m., in the
business office, confimed the balances in the
accounts of residents #190, #67, #182, #267, and
.| #18 had not changed from the March 31, 204,
statement and all § residents siilt had mornies in
the account, Continued interview confirmed the
proceets ¢f the deceased residents' Trust Fund
accounts, managed by the facility, had not been
retubrned to the residents’ families or to the
probate officers for their estates, within the thirty *
day time requirerent. Ram FiT3
F 372 | 483.35(i)(3) DISPOSE GARBAGE & REFUSE F 372 1. Noresidents were directly affected by
83=D | PROPERLY ' the deficient practice, 4-30-14
v . 2. No other residents had the potantial to
The facility must dispose of garbage and refuse he 'a Ffected by the deflci ent'::ra ctice,
properly,
The Foed and Nutrition Departrnent 4-30-14
and Housekeeping Department will
This REQUIREMENT is not met as evidenced prévent any patient fram being affected
by: by this deficlant practice by re-training
Based on observation and interview, the faciiity departmental staff,
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used vinyl gloves and other refuse strewn on the
ground from the buiiding exit to the dumpster
area.

Interview with COM #41, on April 28, 2014, at
10:532 a.m., confirmed the dumpster area was not
clean.

the araas for sanitary compliance.

{X4) o SUMMARY STATEMENT OF DEFIGIENCIES iD FROVIDER'S PLAN OF CORRECTION (s}
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F 872| Continued From page 5 F 372 3. Staffinthe Food and Nutrition
failgd to maintain the Dafton Towers garbage Department and Housekeeping
storage area in a clean manner, free m.e debris, for Department will be re-trained an the 3-30-14
one of two kitchen dumpster areas reviewed. correet processes for keaping the
The findings included: exterior durnpster area clean and frae
. of garbage.
Observation with the Certified Dietary Manager 4. The Food and Nutrition 53014
(CDM) #1, on April 28, 2014, at 10:50 a.m., at the Managers/Supervisors and &
Dailton Towers dumpster site, revealed multiple Housekaeping Managers will spot audit -\ Ongoing
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